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Executive Summary

In recent decades, the quality of child care for children younger than three years old has been of
concern nationally and within the West Region. Among mothers of these children, 59.4 percent
were in the labor force as of March 2008 (U.S. Department of Labor 2009). The Early Childhood
Longitudinal Study conducted earlier in the decade found that, of children younger than three
with working mothers, 38 percent spent 35 hours or more in child care and 17 percent spent 15 to
34 hours in child care (Flanagan and West 2004). The National Institute of Child Health and
Human Development (NICHD) Study of Early Child Care and Youth Development (2003, 2005)
found that the quality of child care during a child’s first three years was related to their school
readiness, expressive language, and receptive language at age three. And 14 percent of child care
centers and 12 percent of regulated family child care homes in California were rated good to
excellent, based on the environment rating scales quality measures (Kontos et al. 1995; Helburn
and Culkin 1995; Peisner-Feinberg 1999).

Advances in research on early brain development in the 1990s underscored the critical
importance of children’s early learning experiences and the potential benefits of effective early
interventions. A White House Conference on Early Childhood Development highlighted this
research in 1997 and, in 1999, the U.S. Department of Education created the National Center for
Early Development and Learning to conduct further research on interventions in young
children’s “critical periods” of development. In 2003, the National Infant and Toddler Child Care
Initiative, established by the U.S. Department of Health and Human Services, began offering
technical assistance to states, territories, and tribes to help them improve the quality and supply
of child care for their youngest children.

Child care improvement strategies have focused increasingly on the education, training, and
professional development of early childhood teachers and child care providers. In 2001, the
Committee on Early Childhood Pedagogy concluded that there is a serious mismatch between
the preparation (and compensation) of the average early childhood professional and the growing
expectations of parents and policy makers” (National Research Council, p. 261). Responding to
this concern, the National Infant and Toddler Child Care Initiative has been helping states design
professional development policies and systems that are informed by standards based on core
competencies for infant/toddler caregivers (National Infant and Toddler Child Care

Initiative 2010).

Little research has been conducted on the effectiveness of training strategies for child care
providers. In a recent literature review (Zaslow, Tout, Halle, Whittaker, and Lavelle 2010), the
authors commented, “There is a need to expand understanding of the strategies that are most
effective for educators working with infants and toddlers.” The report concluded that “the
research on early childhood professional development is at an early stage” (p. xi).

Preliminary studies, mostly nonexperimental, have identified training strategies that warrant
additional research, including the use of specific curricula, on-site consultation, high intensity
and/or duration interventions, and focus on practice (Fukkink and Lont 2007; Zaslow et al.
2010). The Child Care Bureau of the U.S. Department of Health and Human Services, in the
recent Quality Intervention for Early Care and Education evaluation, sponsored randomized
controlled trials measuring the impact of on-site consultation models of caregiver training. One
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study found positive effects of an assessment-based consultation model on quality of care in
child care centers but not in family child care homes; no significant child effects were found
(Bryant et al. 2009). An impact study of Seeds for Success, a child care quality improvement
program in Washington state that includes coaching and quality improvement grants, found
positive impacts on child care quality in centers and family child care homes (Boller et al. 2010).
This study did not measure child effects.

The current study used an experimental intent-to-treat design to measure the impact of an
established intervention, the on-site caregiver training component of the Program for
Infant/Toddler Care (PITC), on child development and child care program quality. The PITC
was developed by WestEd in 1985, in partnership with the California Department of Education.
Over the next 25 years, more than 1,500 early childhood trainers across 30 states became PITC-
certified trainers. More than 1,000 Early Head Start trainers have also been trained by the PITC.
Regional Educational Laboratory West, administered by WestEd, contracted with Berkeley
Policy Associates to conduct a third-party evaluation of the PITC. Berkeley Policy Associates
and its subcontractors, the University of Texas, Austin, and Survey Research Management,
conducted the evaluation independently of the WestEd staff who developed and implemented the
intervention.

PITC is informed by brain development research that emphasizes early relationships as the
foundation for healthy child development. Its approach incorporates six essential policies:
primary care (assignment of a primary caregiver to each child), small groups, continuity of care,
individualized schedules and routines, inclusion, and cultural sensitivity. The training imparts
information on infant-toddler development. It encourages practices that facilitate healthy
development and sensitivity to children’s home communities, cultures, and languages. The
training includes program policy recommendations and addresses program operation and
environmental arrangements. The PITC training has been delivered in California for more than
20 years, with some modifications in format and additions of support components. Trainers work
with child care programs to develop a schedule of 64 hours of training and 40 hours of technical
assistance and support, to be delivered over a 10 to 18 months, with a minimum of 4 hours of
training or technical assistance per month. The course is delivered to individual child care
centers (with at least four staff and a director participating) and to small groups of family child
care providers. More limited versions of the PITC, often as between one and four half-day or
full-day workshops, have been offered in other states.

The intervention under study combines direct caregiver training and on-site coaching or other
tailored assistance. For center-based child care programs, the intervention is delivered on-site.
Family child care providers participate in groups of 5 to 10 programs, coming together for
training sessions in a provider’s home or in a convenient community center or school. The trainer
also visits individual family child care homes for on-site technical assistance and support.
Technical assistance includes observations, director meetings, and “reflective action planning,”
group meetings in which staff reflect on progress and plan further improvements. Individual
participants can earn up to $350 in “professional growth incentives” by participating in at least
56 hours of training and 8 hours of reflective action planning.

This study is the first rigorous effectiveness trial of the on-site caregiver training component of
PITC. It was implemented over 2007-2010 in six Southern California counties and four Arizona
counties. The study sample of 251 child care programs included 92 child care centers and
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159 licensed family child care homes, and the sample of 936 children included an average of
eight children per center and between one and two children per family child care home. Child
care programs were the unit of random assignment. Programs were enrolled in the study subject
to consent to participate by program directors and a minimum number of staff who worked with
children under the age of three (at least four staff in child care centers and one in family child
care homes). In addition, parental consent was needed for children’s participation in child-level
data collection activities. Children were eligible to participate if younger than 27 months. Parents
of at least five children in each child care center and parents of at least one child in each family
child care home would have to consent to the study in order for the program to enroll. Children
whose parents did not consent were not part of the child-level data collection activities and
children could not be added to the study after their programs’ random assignment. Data were
collected on programs and children at baseline (before random assignment) and in two follow-up
waves. The same data were collected on treatment and control group members, and all members
of the original sample were contacted for follow-up regardless of whether children remained in
their original child care settings and whether programs remained in PITC training. At each wave
of data collection, there were no statistically significant differences in response rates between
treatment and control groups of centers, family child care homes, or children.

The primary questions focus on child outcomes:

* What is the impact of the PITC on a composite measure of children’s cognitive and
language skills, at least 6 months after its full delivery to the children’s child care
programs (within an average of 23 months after random assignment)?

* What is the impact of the PITC on a composite measure of children’s social and
behavioral skills, at least 6 months after its full delivery to the children’s child care
programs (within an average of 23 months after random assignment)?

The secondary questions focus on child care quality:

* What is the impact of the PITC on global child care quality at least 4 months after the
PITC ends (within an average of 21 months after random assignment)?

* What is the impact of the PITC on a composite measure of the quality of child care
programs’ staff-child interactions at least 4 months after the PITC ends (within an
average of 21 months after random assignment)?

The design of the impact evaluation combined with the duration of the professional development
program meant that children participating in the study would be exposed to fully trained child
care workers only if the children remained in child care sites for a minimum of 15 months, on
average. Children enrolled in participating child care sites were recruited before providers were
randomly assigned to treatment and control groups. PITC implementation in treatment sites
began, on average, two months after random assignment, and lasted for an average of 13 to

14 months. Of children in the treatment group, 60.0 percent remained in their original program
for 15 months or more.

The confirmatory research questions were addressed using hierarchical linear regression models
to account for the effect of clustering observations within programs. Each impact analysis
included covariates collected before random assignment to improve the estimates’ statistical
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precision and reduce the likelihood that random sampling variation would affect the impact
estimates.

To reduce the number of statistical comparisons in the study, researchers used or created
composite measures of child and program outcomes. For the primary child measures, a
cognitive/language composite was formed by averaging the z-scores from the Bracken School
Readiness Assessment, Third Edition (BSRA; Bracken 2007) and the Preschool Language Scale,
Fourth Edition, Expressive Communication Subscale (PLS-4; Zimmerman, Steiner, and Pond
2002). The BSRA measures pre-academic skills and includes six subtests: colors, letters,
numbers/counting, sizes, comparisons, and shapes. The PLS-4 measures expressive
communication skills for children from birth through 6 years, 11 months of age. A composite
child socioemotional/behavior measure was formed using parent ratings on The Child Behavior
Checklist (CBCL 1%:-5; Achenbach and Rescorla 2000) and The Positive Behavior Scale (Polit
1996). The CBCL 1%-5 has subscales that measure internalizing problems (emotionally reactive,
anxious/depressed, somatic complaints, and withdrawn behaviors) and externalizing problems
(attention problems and aggressive behavior). The Positive Behavior Scale has three subscales:
compliance/self-control, social competence and sensitivity, and autonomy.

Composites were also used to measure program outcomes. One composite is a global quality
measure of the environment rating scales, which includes comparable items of the Infant/Toddler
Environment Rating Scale-Revised (ITERS-R; Harms, Clifford, and Cryer 2003) or the Family
Child Care Environment Rating Scale-Revised (FCCERS-R; Harms, Cryer, and Clifford 2007).
These are widely used observational measures of child care quality. A second composite child
care quality measure, focusing on staff-child interactions, was constructed using items from both
the ITERS-R/FCCERS-R and the PITC Program Assessment Rating System (PITC-PARS). The
PITC-PARS is an observational measure of child care quality designed by PITC staff in
accordance with how the PITC measures the quality of care children receive from birth through
age three in home-based and center-based settings. For the construction of the staff-child
interactions composite, four selected items from the Quality of Caregiver Interaction Subscale of
the PITC-PARS were used: facilitation of cognitive development, responsiveness and sensitivity,
positive tone and attentiveness, and responsive engagement and intervention.

Other PITC-PARS subscales measuring critical PITC policies were used in the implementation
analysis. These subscales measure culturally responsive caregiving, primary caregiving,
continuity of care, and group size and ratios.

Other measures for the study were incorporated into questionnaires administered at baseline and
at the 15-month follow-up to both treatment and control child care staff. These questionnaires
included caregiver knowledge and skills measures and questions about program operations and
enrollment, program goals, caregivers’ educational and professional backgrounds, and
professional development received over the prior 12 months.

The primary findings are:

* The PITC did not have a statistically significant effect on a composite measure of
children’s cognitive/language scores, measured approximately 6 months (on average)
after it ended.
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» The PITC did not have a statistically significant effect on children’s composite behavior
scores, measured at 6 months after it ended. Sensitivity analyses, conducted with two
alternative approaches to missing data treatment, had results consistent with these
findings.

Secondary research questions addressed the effects of the PITC on child care program quality at,
on average, four months after the intervention ended. These estimates also found no significant
effects. Findings of this analysis are:

» The PITC did not have a statistically significant effect on global program quality, as
measured by trained observers administering the ITERS-R and the FCCERS-R.

» The PITC did not have a statistically significant effect on staff-child interactions, a
composite measure incorporating interactions items from the environment rating scales
and from the PITC-PARS. Results of sensitivity analyses were consistent these findings.

Analysis of implementation found that, in many child care programs, the intervention was not
fully implemented or was not implemented with full participation: Of the 124 child care
programs assigned to the treatment group, 11 decided not to participate before receiving any
training, and 6 dropped midcourse. In only 59.4 percent of participating family child care homes
did at least one caregiver receive the benchmark 56 hours of training, and in 41.9 percent of child
care centers, four or more caregivers (the minimum number of participants, plus the director,
required for PITC delivery) received at least 56 hours of training. Of children in the treatment
sample, 17 percent received no exposure to the PITC, either because they left their original child
care programs before start-up or because their programs were among the 11 that declined the
intervention after random assignment.

This effectiveness trial was conducted in community child care settings. However, the study was
conducted in specific areas of California and Arizona and during an economic recession. Its
generalizability is limited by this context and by other features of the study including:

* This study tested a specific implementation model of the PITC, with delivery of 64 hours
of training and 40 hours of on-site coaching and support, requiring an average of
14 months for full implementation. The findings should not be generalized to other
models of PITC implementation that have different durations and service combinations.

» The study relied on volunteer samples, within the identified geographic regions, of child
care providers and families willing to participate in a random assignment study.
Recruitment required contacts with many providers who refused to participate or who
were unwilling or unable to obtain consent from the number of parents (or, in some
centers, from staff) needed to meet the sample requirements. It is possible that providers
and families who participated in the study were different than nonparticipants, and results
should not be generalized to the larger population.

As an intent-to-treat study, this evaluation measured effects on all children who enrolled in the
study and were randomly assigned, including those who left their child care settings well before
the PITC was fully implemented. While this design maintained the study’s internal validity, it
also reduced the treatment-control contrast. Analysis of children’s time periods in care found that
25.0 percent of treatment children either left their study programs before start-up, left within

6 months of start-up (implementation required 9-20 months), or attended treatment programs
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that declined the intervention. These “treatment” children received minimal or no treatment.
Conversely, only 49.5 percent of treatment children remained in their programs for 19 months or
more, long enough to experience the potential PITC effects—based on the average study
treatment period of 13-14 months—as hypothesized in the conceptual timeline for the study,
which posits child effects at 6 months after the intervention.

The PITC incorporates a number of the features that preliminary research and expert opinion in
the field suggest are most likely to have a positive effect: focus on relationships, on-site
consultation, opportunities for assessment and feedback, and application to practice. However,
this study finds no positive main effects and also underscores the difficulties of sustaining
participation in an intensive, long-term intervention in a large number of community child care
settings across geographically dispersed locations. More research on the PITC and other training
interventions is needed for fuller examination of both implementation and impacts. Increased
understanding of the “transfer” between training strategies, program quality, and child
development would inform improved child care training design and implementation.
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1. Introduction and Overview

This study examines the impacts of the Program for Infant/Toddler Care (PITC), a training
intervention for child care providers serving children younger than three years old. The goals of
the study are to estimate the PITC’s effects on child development, particularly the language,
cognitive, and social skills closely associated with school readiness; and the quality of child care
in family child care homes and centers. The study employed a cluster-based random assignment
design using a sample of 251 child care centers and family child care homes in Southern
California and Arizona, with 936 children served by these programs.

The PITC was developed by WestEd in 1985 and has been delivered over the past few decades
in California and (in more limited formats) in 30 other states. The current study is the first
rigorous impact assessment of it and one of few experimental studies focusing on infant/toddler
child care. The Regional Educational Laboratory West, housed at WestEd, contracted with
Berkeley Policy Associates to conduct a third-party evaluation of the PITC. Berkeley Policy
Associates and its subcontractors, the University of Texas, Austin, and Survey Research
Management, conducted the evaluation independently of the WestEd staff who developed and
implemented the intervention.

Need for the study
The importance and scarcity of quality infant/toddler child care

The quality of child care for very young children is a concern at the national level and within the
Western Region. Among mothers of children under age three, 59.4 percent were in the labor
force in March 2008 (U.S. Department of Labor 2009). Of children born in 2001, 15 percent
were in nonrelative care (either in their own or another family’s home) and 9 percent were in
center-based care by the age of nine months (Flanagan and West 2004). In 2002, of children
through the age of four with working mothers, 38 percent spent 35 hours per week or more in
child care, and 17 percent spent 15 to 34 hours per week in child care (Overturf 2002). The most
recent large-scale longitudinal study addressing the outcomes of infant/toddler child care,
conducted by the NICHD Early Child Care Research Network (2003, 2005), found significant
associations between observed quality of early child care—particularly for language interactions
between caregivers and children—and children’s cognitive, social, and language skills. The
study found that the quality of child care during a child’s first three years was related to their
school readiness, expressive language, and receptive language at three years.

The quality of infant child care garnered much attention in the 1990s. The Carnegie Corporation
(1994) highlighted an early childhood “quiet crisis,” including the prevalence of infant child care
of substandard quality. Advances in neuroscientific research brought greater awareness of what
Bailey, Bruer, Symons, and Licktman (2001) refer to as the “windows of opportunity” in early
child development. In 1995, the federally funded Head Start preschool program for low-income
children and their parents was expanded to include Early Head Start, an infant/toddler
component based in both centers and family child care homes. A 1997 White House Conference
on Early Childhood Development Learning addressed the new research on brain development in
very young children and the critical importance of early learning experiences. In 1999, the



National Center for Early Development and Learning, funded by the U.S. Department of
Education, convened to further analyze “critical periods” in early development and discuss
implications for effective early interventions (National Center for Early Development and
Learning 1999). In 2003, the National Infant and Toddler Child Care Initiative, established by
the U.S. Department of Health and Human Services, began offering technical assistance to states,
territories, and tribes to help them improve the quality and supply of child care for the youngest
children.

Child care quality initiatives have been introduced in California and Arizona in recent years. In
California, 14 percent of child care centers and 12 percent of regulated family child care homes
were rated good to excellent, based on the Infant/Toddler Environment Rating Scale (ITERS-R)
measure of quality (Howes and Brown 2000; Kontos, Howes, Shinn, and Galinsky 1995;
Helburn and Culkin 1995; Peisner-Feinberg et al. 1999). The National Association of Child Care
Resource and Referral Agencies (2007) ranked California 23rd and Arizona 26th of the 50 states
in child care standards and oversight of family child care. Both states, however, fund child care
quality initiatives, including most recently, Arizona’s child care quality rating system, Quality
First. This system, piloted in 2010, includes coaching, quality improvement grants, tuition
assistance, and quality assessment and rating. In California, voters in 1998 passed

Proposition 10, identifying a special tobacco tax as a source of funding that supports services for
children from birth through age five. A California First 5 commission and county-level First 5
commissions administer these funds. Some of the funds raised through this tax support early care
and education and caregiver training, including the PITC. The California Department of
Education adopted infant/toddler learning and development program guidelines in 2007
(California Department of Education 2007).

The need for research on training of infant/toddler caregivers

As concern about improving infant/toddler care has increased, caregiver training (professional
development) has emerged as an effective way to achieve that improvement. A focus on this
strategy for infants/toddlers has been aligned with a more general focus on professional
development in the early childhood field. In 2000, the Board on Children, Youth and Families of
the National Research Council and the Institute of Medicine created the Committee on
Integrating the Science of Early Childhood Development to update scientific knowledge of early
development and to discuss its implications for policy and practice, including professional
development. Among the Committee’s findings were that “there is a serious mismatch between
the preparation (and compensation) of the average early childhood professional and the growing
expectations of parents and policy makers” (National Research Council and Institute of Medicine
2000, p. 261). Responding to this concern, the National Infant and Toddler Child Care Initiative
has been helping states design professional development policies and systems that are informed
by standards based on core competencies for infant/toddler caregivers (National Infant and
Toddler Child Care Initiative 2010).

Preliminary studies, mostly nonexperimental, have identified training strategies for child care
providers that warrant more research. These strategies include the use of specific curricula,
on-site consultation, high intensity and/or duration interventions, and focus on practice (Fukkink
and Lont 2007; Zaslow et al. 2010). A 2005 literature review by Child Care and Early Education
Research Connections, a project of the U.S. Department of Health and Human Services, noted
the diversity of approaches to training, technical assistance, and mentoring of infant-toddler



caregivers, the fairly limited knowledge on the effectiveness of these approaches, and the need to
learn more about their strengths and weaknesses (Kreader, Ferguson, and Lawrence 2005).
Zaslow et al. (2010) states that “the literature emphasizes professional development for educators
working with preschool-age children: most of the studies covered in this review focused on
children in the year or two years before entry into kindergarten. There is a need to expand
understanding of the strategies that are most effective for educators working with infants and
toddlers” (p. 87) and that “the research on early childhood professional development is at an
early stage.” (p. xi)

Recent research on caregiver professional development has focused on coaching and
consultation models. The Child Care Bureau of the U.S. Department of Health and Human
Services, in the recent Quality Interventions for Early Care and Education evaluation, sponsored
randomized controlled trials measuring the impact of on-site consultation models of caregiver
training (Quality Interventions for Early Care and Education 2009). Final results of an impact
study of infant caregiver training by Ramey and Ramey (2008) are forthcoming. Bryant et al.
(2009), focusing on child care providers serving three- to four-year-olds tested a “partnerships
for children” model of assessment-based, individualized, on-site consultation. The study found
significant effects on the quality of teaching and interactions in family child care homes (effect
size = .33) but not on quality in centers. Child-level effects, measured in school readiness,
language/comprehension, and socioemotional domains, were not significant.

An impact study of a child care quality improvement program in Washington state, Seeds for
Success, found positive impacts on child care quality (Boller et al. 2010). Centers and family
child care homes, serving a mix of infant-toddlers and preschool-aged children, were randomly
assigned to a treatment group that received coaching, quality improvement grants, and funds for
professional development and supports; or to a control group that received only professional
development opportunities and supports. After six months, positive effects of treatment were
statistically significant for family child care providers and for child care centers. The study did
not measure child effects.

An earlier quasi-experimental study by Campbell and Milbourne (2005) focused on a training
program for infant/toddler caregivers working with low-income children. Program global quality
and staff-child interactions were compared before and after a 15-hour training course for a group
that received three hours of on-site consultation and a group that received no consultation.
Consultation entailed three one-hour sessions that followed a protocol including assessment,
planning, and follow-up assessment. No significant effects were reported.

PITC development and design

WestEd developed the PITC in 1985, in partnership with the California Department of
Education. Over the next 25 years, more than 1,500 early childhood trainers across 30 states
became PITC-certified trainers; in turn, they have trained over 6,000 caregivers in the PITC
approach, with training formats ranging from one-day institutes to the full 10-18 month
program. The PITC, further developed and fielded since its inauguration, has built strong
connections with early childhood stakeholders in the West Region, including Early Head Start,
for which it has trained over 1,200 trainers.



The PITC, as with other early childhood professional development models, combines training
and on-site consultation or support. It is informed by the neuroscientific research that emphasizes
early relationships as the foundation for children’s development. From Neurons to
Neighborhoods noted that “the child’s relationship with his or her child care provider seems to
play an especially important role with regard to social-emotional development. Children form
secure attachments to their child care providers when they are stable and these attachments, in
turn, are associated with adaptive social development, just as they are for children and parents”
(Shonkoff and Phillips 2000, p. 313).

The PITC promotes relationship-based care responsive to children’s needs at each stage of
development. The training imparts information on infant/toddler development. It encourages
practices that facilitate healthy development and sensitivity to children’s home communities,
cultures, and languages. The training includes program policy recommendations and addresses
program operation and environmental arrangements. The cornerstone of the PITC approach is a
primary relationship between each child and a caregiver. It incorporates six essential policies:
primary care (assignment of a primary caregiver to each child), small groups, continuity of care,
individualized schedules and routines, inclusion, and cultural sensitivity. These policies align
closely with eight key aspects of high-quality infant care, identified by the 1998 National
Leadership Forum on Quality Care for Infants and Toddlers: health and safety, small groups of
three to four infants per caregiver, assigning each baby to a primary caregiver, ensuring
continuity of care with the same provider over time, caregiver responsiveness to infant signals,
meeting each infant’s needs in group care with a focus on individual learning style and
temperament, cultural and linguistic sensitivity, and provision of a physical environment with
variety, stimulation, and planned activities (Fenichel, Lurie-Hurvitz, and Griffin 1999).

The PITC has been delivered in California for more than 20 years, with some modifications in
format and additions of support components. The course is delivered to individual child care
centers (with at least five staff’ participating) and to small groups of family child care providers.
The PITC lasts 10-18 months. Trainers work with providers to customize a training schedule
that delivers the full curriculum and accommodates staff schedules and other commitments as
much as possible. However, at least four hours of workshops or consultation meetings per month
is required.

More limited versions of the PITC, often in the form of between one and four half- or full-day
workshops, have been offered in other states. In Arizona, four one-day workshops, based on the
PITC curriculum have been offered through Child and Family Resources, a child care resource
and referral network, at two locations since 1996. Participants may enroll for one workshop or
for all four.

The intervention under study combines direct caregiver training and on-site coaching or other
tailored assistance. Because few programs can offer staff release time for training, most of the
training is in the evening or on weekends. For child care centers, the intervention is delivered on-
site. Family child care providers participate in groups of 5 to 10 providers, coming together for

! Throughout this report, the terms “staff” and “teachers,” as well as “caregivers,” may be used when referring to the
individuals who care for children in child care settings and are eligible for training from the PITC. Caregivers in
family child care homes may also be referred to as “providers.” These terms are commonly used in the child care
field and are useful in distinguishing caregivers in child care settings from parents and other familial caregivers.



training sessions in a provider’s home or in a convenient community center or school. The trainer
also visits individual family child care homes for on-site coaching and support.

The intervention is delivered by PITC-certified trainers, experienced practitioners with
bachelor’s degrees® who have completed a trainer certification process. To be certified, trainers
must participate in two seven-day trainer institutes and write a 28-page paper presenting a
detailed lesson plan for each curriculum topic. In addition to delivering the necessary content, a
trainer’s lesson plans must demonstrate knowledge of adult learning strategies. To that end, the
lesson plans must incorporate multiple instructional strategies, including audiovisual, text,
action-based, individual, and group approaches.

The PITC under study delivers 64 hours of training and 40 hours of coaching or other support to
each participating child care center or group. The training curriculum is divided into section |
(module 1: social emotional growth and socialization and module 2: group care; and section Il
(module 3: learning and development and module 4: culture, family, and providers. Although
participants have some choice of topics and topic sequence within modules, the modules
themselves are always delivered in this order. Throughout the course, participants periodically
meet with the trainer in a “reflective action planning” process that involves setting goals,
reviewing program progress, and revisiting goals.

Child care center staff and family child care providers must complete at least 28 hours of training
per section and 4 hours of reflective action planning per section to earn “professional growth
incentives,” provided in cash, academic credit, or resource grants. Participating in 56 hours of
training and 8 hours of reflection action planning is a benchmark for completion and earns $350
in cash incentives. Child care center directors must complete 16 hours of training (8 hours per
section), complete 8 hours of reflective action planning, and participate in an initial and
concluding meeting with the trainer to earn incentives.

Trainers are taught to tailor their own teaching strategies to the learning styles, preferences,
needs, and cultures of the caregivers with whom they work. In assigning trainers, the PITC
attempts to match each trainer with child care programs whose caregivers have the same
language and cultural background.

Nonexperimental research conducted by WestEd in California statewide and in San Diego
County found the PITC to be associated with statistically significant increases in program
quality, as measured four months after completion of the intervention. Overall scores on the
Infant/Toddler Environment Rating Scale increased from a mean of 4.0 preprogram to 4.38
postprogram (p < .05) on a scale of 1 (inadequate) to 7 (excellent) and on the Early Childhood
Environment Rating Scale from a preprogram mean of 4.0 to a postprogram mean of 4.48

(p < .01; WestEd Child and Family Services 2003). A score of 5 or more is considered “good”
on these instruments.

This study is the first random-assignment evaluation of the on-site caregiver training component
of PITC and the first to measure its impacts on children.

2 In special cases, as an alternative to a bachelor’s degree, trainers may have an associate’s degree plus six years of
relevant experience.



Conceptual model

The PITC is informed by a causal model with several stages: caregivers trained in program
practices that facilitate children’s learning and development will improve in these domains of
child care practice; this improved child care, in turn, will foster positive outcomes for children,
including school readiness before school entry. The approach to the care and education of
children from birth to three years emphasizes two areas key to children’s school readiness:
cognitive and language development and socioemotional development.

The conceptual model for this study assumes that the effects on children of the PITC caregiver
training are the result of improvements in critical dimensions of child care quality (figure 1.1).
The PITC delivers curricula on infant development and encourages providers to adopt policies,
such as assignment of primary caregivers, that support this development. Caregiver training
influences child development via the environment, activities and interactions provided by better
trained caregivers. In addition, policies encouraged by the PITC, such as smaller group size and
primary caregiving arrangements, foster the circumstances in which these high-quality caregiver-
child interactions are more likely to occur. More responsive caregiving and stimulation, in turn,
are expected to lead to improved language, cognitive, and social skills for the children.

In practice, these skills overlap as children develop, so individuals caring for infants and toddlers
can engage in a single activity and improve both language and cognitive skills. For example, the
caregiver might give gentle encouragement so that the infant can explore how to make a toy
work and use new descriptive vocabulary words while the infant plays. Similarly, for social
development, the caregiver might encourage turn-taking and cooperation while facilitating
dramatic play with two or more toddlers and help them learn to regulate their emotions when
conflicts arise.

Effects on caregiver quality and, in turn, on child development are also influenced by the
characteristics of the child care program (type of setting and prior quality) and the children it
serves (ages of children, parents’ education; see figure 1.1). Mobility, which affects the duration
of children’s exposure to particular child care programs, is another factor that moderates the
impact of the intervention on children’s development.















Program effects are more direct and needed to be larger to transfer to children. The study
enrolled a sample of 251 child care programs (including over 300 classrooms were observed) and
1,009 children.

Enrollment occurred on a rolling basis over October 2007-July 2008. Locations of sample
recruitment were within six Southern California counties and four Arizona counties. Child care
centers, family child care homes with a primary language of English, and family child care
homes with a primary language of Spanish were recruited separately, though impact analyses
were conducted jointly across program types. Location strata for centers were in Los Angeles,
Orange, and Riverside counties in California and in the cities of Tucson and Phoenix and the
county of Cochise in Arizona. Location strata for English-speaking family child care homes were
local areas in Los Angeles, Orange, and Riverside counties in California and in the cities of
Phoenix and Tucson in Arizona. Spanish-speaking family child care homes were also in these
locations, as well as in San Diego and Imperial counties in California and Santa Cruz County in
Arizona.

After collecting baseline program-level data, researchers randomized providers to condition,
blocked by program type and location. Follow-up program- and child-outcome data were
collected in two waves. The first was at 14-15 months after random assignment (approximately
12 months after the intervention began). For programs, the second wave was at an average of
approximately 22 months after random assignment; for children; it was approximately 23 months
after random assignment.

To participate in the study, child care center directors and a minimum of four infant/toddler
caregivers per center made a signed commitment to participate in the training if assigned to the
treatment group. Family child care providers agreed to participate in training groups, each
including 5-10 providers. Each program assigned to the treatment group, including the minimum
number of staff specified above, agreed to a specific training plan and a schedule that
implemented the full curriculum over 10-18 months.

The counterfactual was “business as usual.” Providers assigned to the control group were not
offered participation in the PITC or access to trainers and other PITC resources. In California,
trainers flagged all control-group participants in the PITC database to ensure that these providers
were excluded until study completion. In Arizona, the PITC was not available outside the study
other than in a very limited form, such as a one-day institute. However, providers assigned to the
control group could access other services available to child care providers in their states. These
services might include those provided by state departments of education, by local institutions of
higher education, and by federally funded child care improvement programs administered by
state departments of human services. See chapter 3 for details on training participation by both
treatment and control programs and staff.

Sample recruitment

The recruitment and selection of providers was guided, first, by the scope of the Regional
Educational Laboratory West contract, with its focus on West Region states.

Second, to estimate the net impact of the PITC, it was important that it not significantly penetrate
the areas from which the sample was drawn. This excluded certain areas in California already
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being served by the PITC. In these areas, providers either would already have been exposed to
the PITC or would have previously declined to participate. Neither of these types of provider
would make good candidates for an experimental test of the program.

Third, it was essential to choose locations in which certified trainers were available or could be
deployed. The areas of California and Arizona from which the sample was drawn met the
necessary criteria. These are areas in which the PITC had not been implemented widely, yet they
have large numbers of both child care centers and family child care homes. Further, many of
these programs serve predominantly Spanish-speaking children whose early education outcomes
tend to lag behind those of their English-speaking counterparts (Abedi and Dietel 2004).

The study targeted children who received child care from a participating provider for at least
20 hours per week and were younger than 27 months at the time of enroliment. Older children
were excluded because they were likely to transition out of infant/toddler care shortly after
random assignment and, therefore, would receive little or no exposure to the intervention.

Programs were recruited through coordinated activities of researchers and PITC staff recruiters.
Researchers developed recruitment materials and co-led outreach meetings with PITC staff
recruiters. Researchers trained recruiters to explain the study and to administer the brief
screening interview. (See appendix B for screening instrument.) The recruiters sometimes
worked with provider associations and resource and referral agencies in their areas. These
agencies helped recruiters organize outreach meetings and mail study information to providers in
their networks.

The steps in sample selection were:

1. PITC staff in California and Arizona obtained lists of licensed child care centers and
family child care homes in their designated geographic areas, which were available from
state licensing agencies or provider networks. An initial pool of potential study programs
was formed from these lists. The pool included all programs identified as serving
infants/toddlers, or for which ages served were not identified, and that had not
participated in the PITC (those flagged in the PITC database). Recruiters mailed
recruitment letters and followed up with phone calls.

2. Atotal of 570 programs agreed to participate in a screening interview. During the
screening, a recruiter collected information on program stability, number of staff
members, staff and child turnover, program size, numbers of infants and toddlers, the
primary language of staff and children, and current or past participation in the PITC.
Programs were eligible if the primary language spoken in the program was English or
Spanish, the program had not participated in the intensive form of the PITC, and, for
centers, the program served at least five children younger than 24 months or, for family
child care homes, the program served at least two children younger than 24 months.

3. Programs that met the screening criteria and were interested in the study were invited to
attend a meeting, individually or in groups, to further discuss the study with researchers
and recruiters. The agenda for these meetings included a study overview, a PITC
overview, and instructions on how to complete forms needed to enroll in the study.
Providers were given packets of staff consent forms, parent consent forms, and
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information sheets to bring back to their program, along with postage-paid return
envelopes.

4. If consent packets were not returned within two weeks, recruiters followed up by phone
and then with in-person visits.

Family child care providers were offered a $15 gift card and child care centers were offered a
$15 gift card per classroom (for up to two infant toddler classrooms) for collecting the minimum
number of forms needed for enrollment in the study. In addition, each enrolled caregiver, as well
as the director, was offered a $25 gift card for completing a questionnaire at baseline and again at
follow-up. (It was also explained to staff that, if assigned to the treatment group, they would
receive professional growth incentives in cash or credits for completing the PITC, but this
incentive is integral and not specific to study participation.) Parents were offered a $10 gift card
for completing the baseline questionnaire and consent form, and $50 for completing each wave
of follow-up assessments. Child care centers were fully enrolled in the study if they met the
eligibility criteria and submitted the following:

» Signed consent forms from the director and at least four infant/toddler staff (at least four
staff in one classroom or at least two staff in each of two classrooms. Eligible staff were
those working directly with children in the targeted classrooms on a regular basis (not
floaters). Classrooms needed to include children younger than 24 months.

» Signed consent forms from parents of at least five children in one classroom or three
children in each of two classrooms. Children were eligible if younger than 27 months
(preferably younger than 24 months) at the time of enrollment and if the primary
language in their home was Spanish or English.

Family child care homes were enrolled if they met eligibility criteria and submitted the
following:

* Assigned consent form from the director/owner. (Enrollment of additional staff or
assistants who worked with children was optional.)

» Assigned consent form from parents for at least one child younger than 27 months.
(Enrollment of more than one child was encouraged.)

Although center directors were asked to speak to all parents of children of eligible ages, were
given 10 parent/child consent forms per target classroom, and were given informational flyers
about the study, they were not expected to follow up on consent forms beyond the minimum
number required for the study. Family child care providers were given consent forms for four
parents but again were not expected to follow up on children beyond the minimum required. The
research team did not track the program directors’ and providers’ communications with families.
Programs were not asked to document how many families they approached or whether all
families in the identified classrooms received the consent materials.

Data on screening participants who did not enroll in the study were destroyed, since these
providers did not complete consent forms permitting the study team to maintain or analyze their
data.

Enrollment, data collection, and random assignment occurred on a rolling basis. Baseline data
collection for each program was completed as soon as possible after the program, including the
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required numbers of program staff and children, enrolled in the study. When sufficient programs
within at least one stratum (strata were based on type of program and location) had completed
baseline data collection, random assignment was carried out for these strata. On completion of
random assignment, programs were notified of their treatment or control status and PITC staff
were notified that they could contact the treatment programs to begin scheduling treatment.
Random assignment was carried out on 11 dates between late 2007 and mid-2008. The process
continued until the sample was complete. Follow-up data collection was timed for each program,
as well as for study children associated with the program, based on the program’s random
assignment date. Children could not join the study after their programs’ random assignment.

The full sample was recruited as of summer 2008. Final sample numbers slightly exceeded the
targets: 92 child care centers, 159 family child care homes, and 1,009 children were enrolled.
However, 73 children left their child care settings before random assignment, reducing the child
sample to 936. Although children who left their child care settings prior to random assignment
were followed throughout data collection, they were excluded from analyses.

Random assignment

The research team developed and carried out random assignment using a routine that produced a
50/50 random assignment ratio across the various random assignment clusters (see appendix C).
Researchers conducted random assignment on a rolling basis on 11 dates between November 1,
2007 and August 5, 2008 (see appendix D). Strata were based on location and on program type:
centers, English-speaking family child care homes, and Spanish-speaking family child care
homes. Locations were identified as local areas that could be served by certified trainers and
within which family child care training groups could be formed.

A new cohort was randomly assigned when at least two programs were ready (had completed
baseline data collection). For family child care homes, to ensure that groups could be formed, it
was necessary to wait until at least four programs could be randomly assigned in a single county
or across adjacent areas of two counties. An exception to this was when family child care groups
already forming in those areas could accommodate additional members.’

Maintaining integrity of random assignment

For all waves of data collection, the study team followed up with all child care programs and
with all children who had enrolled and who had been randomly assigned, regardless of whether
programs remained in treatment and whether children remained in their original child care
arrangements. This follow-up included full attempts to contact and complete data collection with
all sample members. Thus, at the program and child levels, the study is a genuine intent-to-treat
study. It thus avoided bias that might have resulted from selective attrition or enroliment.

Program crossovers were extremely rare. In California, all control programs were flagged in the
PITC training database so that they could not enter training before data collection was complete.

3 It was important that rounds of random assignment proceed quickly, so that the process of notifying programs of their status and
assigning trainers to treatment programs could move ahead as well. There was some concern that programs, having participated
in baseline data collection, would become impatient with delay in learning their status and that the risk of attrition would be
increased. Further, trainers in some areas were funded by their counties within particular time constraints.
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In Arizona, the PITC was not available to programs other than those in the study. In both states,
providers assigned to the control group and their staffs might have had informal relationships or
conversations with providers assigned to the treatment; however, it is unlikely that such informal
relationships or conversations resulted in any serious contamination of control group programs.
Adoption of PITC practices requires months of training and a concerted effort by program
administrators and staff. To further reduce the likelihood of control group contamination, it was
ensured that the recruited providers were not part of corporate entities that implement cross-site
training or staff sharing. The participation by sites of Kinder Care and other child care chains
were limited to one site per chain in each state.

Child crossovers could have occurred in either direction. At the time of the final child
assessment, 48 percent of study children had left their original child care settings. (Many
children did not re-enter child care in the same locations and many were no longer younger than
three at the time of the change. See chapter 5 for more discussion of child mobility.) Although
child care changes and names of some programs to which children moved were collected in
parent interviews, program names were too incomplete for them to be checked accurately for
child crossovers.

Sample retention and attrition

Figures 2.1 and 2.2 present the eligible and sample numbers at each stage of screening,
enrollment, random assignment, and data collection. Numbers of eligible teachers and children
within programs are estimated based on program directors’ estimates—provided in screening
interviews—of numbers of children younger than 24 months and numbers of teachers caring for
infants and toddlers up to age three. To reach the program sample target within the study
timeline and budget, no more than two classrooms per center were included in the study. In
centers that included more than two infant/toddler classrooms, researchers randomly selected one
infant classroom and one toddler classroom. Consent from only five children in one classroom—
or six children across two classrooms—and five staff (including the director) were required for
child care center enrollment, and consent from only one child and the lead provider were
required for family child care enrollment. However, additional eligible children and teachers*
were enrolled if they provided consent before random assignment. Ultimately, an average of
about eight children per center and slightly less than two children per family child care home
enrolled in the study. An average of nine teachers per center (over 80 percent of eligible
teachers) and 1.55 caregivers per family child care home enrolled. Since data could not be
collected on children and staff who did not provide consent to participate, their characteristics
could not be compared to those of enrollees.

Because procedures for obtaining consent were the same in experimental and control groups, and
were carried out before random assignment, the study design minimized or eliminated systematic
differences in experimental and control group attrition patterns that might have compromised the
study’s validity. In addition, researchers followed up with all members of the original child and
program samples, using procedures to locate and contact families and providers that had moved,
changed contact information, or had not responded to the first several attempts to contact them.

* In centers with more than two infant/toddler classrooms, some teachers who worked in classrooms other than the
two targeted for the study were enrolled. However, enrolled children were limited to the two target classrooms.
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Child measures

Below is a description of each child measure used for the confirmatory and exploratory
analyses.” All measures are widely used in child development research involving children within
this age range. Because some measures have limited standardization age ranges, different
measures were used for some cognitive and behavioral outcomes at first and second follow-up
waves.

Cognitive development

The Bayley Scales of Infant and Toddler Development, Third Edition, Cognitive Subscale (BSID;
Bayley 2006) has been used in several national evaluations of young children. A modified short
form was used in the Early Childhood Longitudinal Study—Birth Cohort, and an earlier version
was used in the Early Head Start Research and Evaluation Project (U.S. Department of Health
and Human Services, Administration for Children and Families 2002). The BSID is published in
English and is standardized on a sample of 1,700 children (birth to 42 months) stratified by
parent education level, race/ethnicity, and geographic region to represent the population based on
the 2000 census. The split-half reliability of the cognitive subtest was 0.91 in the standardization
sample and the test-retest reliability was 0.81 (Bayley 2006). The BSID, Cognitive subtest
correlates 0.79 with the Verbal 1Q subscale, 0.72 with the Performance 1Q subscale, and 0.79
with the Full Scale 1Q score from the Wechsler Preschool and Primary School Scale of
Intelligence, Third Edition (Wechsler 2003). The BSID Cognitive subtest is correlated 0.57 with
the Preschool Language Scale, Fourth Edition (PLS-4; Zimmerman, Steiner, and Pond 2002)
total language score (Bayley 2006). The BSID includes some school readiness indicators, such as
identifying colors and counting. For this study, it was administered in English or Spanish,
depending on the predominant language spoken in the child’s home.®

The Bracken School Readiness Assessment, Third Edition (BSRA; Bracken 2007) total score is
comprised of six subtests: colors, letters, numbers/counting, sizes, comparisons, and shapes. An
earlier version of the BSRA was used in the NICHD Study of Early Child Care and Youth
Development (NICHD Early Childcare Research Network 2005). During this 10-15 minute test,
the examiner presents pictures and the child is asked to identify concepts within subtest
categories by pointing. The BSRA was normed on a sample of 640 children stratified by age,
gender, race/ethnicity, geographic region, and parent education level to represent the U.S.
population and has both English and Spanish language versions. The publisher reports a test-
retest reliability of 0.92 for children younger than five and a split-half reliability of 0.96 or better
for children younger than five. The School Readiness Composite has been shown to predict
academic achievement (Panter 2000), and the publisher reports that it correlates 0.66 with the
total language score from the Preschool Language Scale-4 (Bracken 2007). The administration of

> The child measures are copyrighted and cannot be included in the report.

® If the child’s primary language was Spanish, bilingual assessors used a scoring sheet adapted for this study to
include Spanish translations of instructions and prompts for the child to ensure that all the assessors would follow
the same administration procedures.
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the test is nearly identical in English or Spanish, and it is administered using the predominant
language in the child’s home.”

Language development

The Preschool Language Scale, Fourth Edition, Expressive Communication Subscale (PLS-4;
Zimmerman, Steiner, and Pond 2002) measures expressive communication skills for children
from birth through 6 years, 11 months of age, using play and structured activities to elicit key
indicators of vocal development and social communication. The PLS-4 was selected for use in
the Early Head Start Family and Child Experiences Study, and an earlier version of the PLS was
used in the National Survey of Child and Adolescent Well-Being (U.S. Department of Health
and Human Services, Administration for Children Youth and Families 2005). Trained assessors
administered the PLS-4, Expressive Communication Subscale, at the first and second follow-up,
for approximately 20 minutes. The scale was normed on a sample of 1,500 children and has both
English and Spanish versions that were normed separately. Test-retest reliability of the
Expressive Communication Subscale ranged from 0.82 to 0.95 across age groups. The publisher
reports a high level of agreement between the PLS-4 and the language strand of the Denver 11
(Frankenburg, Dodds, Archer, Shapiro and Bresnick 1992), citing evidence that typically
developing children score in the normal range on both the PLS-4 and the Denver I1. Specifically,
all 37 children administered both tests scored within the “normal” range on the Denver Il and
were within one standard deviation of the mean on the PLS-4 (Zimmerman, Steiner, and Pond
2002). The publisher also provides extensive information regarding clinical validity of the
PLS-4, which is able to differentiate those within the normal range from those with language
disorders, developmental delay, autism, and hearing.

Behavior/socioemotional development

The Infant-Toddler Social and Emotional Assessment (ITSEA; Briggs-Gowan and Carter 2005,
Carter and Briggs-Gowan 2006), completed by parents at the first assessment, covers several
dimensions of behavior that are hypothesized to be affected by the PITC, both on the positive
and problem ends of the spectrum. The ITSEA measures four domains of socioemotional
behavior: externalizing, internalizing, dysregulation, and competence. A shortened screening
version, the BITSEA, was selected for the Early Head Start Family and Child Experiences Study
(U.S. Department of Health and Human Services, Administration for Children and Families
2009). The full version of this scale was chosen for this study because no other single assessment
for this age range captures differentiated aspects of both problem behavior and social
competence. The ITSEA was normed on a national sample of 600 children, stratified by
ethnicity, parent education level, and region, to represent the U.S. population based on the 2000
Census. Publisher-reported test-retest reliability for the domains ranged from 0.76 to 0.91. The
publisher reports agreement between the ITSEA domain scores and subscales with the Child
Behavior Checklist 1%2-5, the Ages and Stages Questionnaire socioemotional scale, and the

" The BSRA is standardized for children ages three to six. About 50 children in the sample were younger than three
at the time of the second assessment. Members of the research team conducted six practice assessments with
children of varied backgrounds between the ages of 27 and 31 months. Assessors established basal scores for all
children, and total score ranges were similar to those obtained by the publisher for children 36 months and older.
The assessment was therefore administered to all children aged 27 months and older, and a small number of children
were delayed in their second assessment until they reached 27 months. Raw scores were used for the analysis.
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Adaptive Behavior Assessment. The test has both English and Spanish versions and was written
for parents with a grade 4 reading level. A positive behavior score was calculated as the mean of
four domains: competence, externalizing (reverse-scored), internalizing (reverse-scored), and
dysreggulation (reverse-scored). In the PITC sample, internal consistency was 0.63 for the total
score.

As part of the second child assessment, parents’ ratings of positive behaviors were measured by
the Positive Behavior Scale (Polit 1996), developed for the New Chance survey (Quint, Bos, and
Polit 1997) of over 2,000 low-income mothers and their children. Its 25 items are divided into
three subscales: compliance/self-control (thinks before he/she acts, usually does what 1 tell
him/her), social competence and sensitivity (gets along well with other children, shows concern
for other people’s feelings), and autonomy (tries to do things for him/herself, is self-reliant). The
parent responds on a five-point scale, ranging from “never” to “all of the time.” In the PITC
sample, internal consistency was 0.82 for the total positive behavior score.

At the second child assessment, parents also completed the Child Behavior Checklist

(CBCL 1¥%-5; Achenbach and Rescorla 2000), which has 99 problem items that can be used to
derive subscale scores for internalizing problems and externalizing problems. The CBCL 1%-5 is
a widely used measure in developmental research and was used in the NICHD Study of Early
Child Care (NICHD Early Child Care Research Network 2005). CBCL 1%-5 is normed on a
national sample of 700 children. The publisher reports an eight-day test-retest reliability of 0.90
for the total problems scale, a 12-month stability coefficient of 0.76, and agreement with the
ITSEA and the Toddler Behavior Screening Inventory. For the confirmatory analysis, the sum of
the internalizing and externalizing behavior raw scores was used as a measure of behavior
problems. In the PITC sample, internal consistency was 0.78 for the total problem behavior
score.

Additional child measures used as covariates

At baseline, caregivers (child care program staff) were asked to rate children’s behavior
problems, including irritability, distractibility, and emotional intensity, using eight items from
the Early Childhood Longitudinal Study, Birth Cohort (National Center for Education Statistics
2009). Caregivers were also asked to rate children’s current language ability using an eight-item
index that begins with early forms of communication, such as vowel-like sounds and gestures,
and progresses toward increasingly complex communication, such as two-word sentences,
complete sentences, and long and complicated sentences. This measure was also adapted from
one used in the Early Childhood Longitudinal Study, Birth Cohort (National Center for
Education Statistics 2009) to include items appropriate for children older than two.

Program quality measures

Below is a description of the program quality measures used for the study. ldentical measures
were used at baseline and during the two follow-up waves. These measures were based on
observational scales, with a limited use of interviews for items that cannot be observed. The most

® The internal consistency of the total score is lower than the benchmark of 0.70 due to the wide range of behaviors
measured. Specifically, the ITSEA includes a mixture of items that are fairly infrequent, such as those in the
dysregulation domain, as well as items in the competence domain that are more prevalent in the general population.
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widely used measures of child care quality, the environmental rating scales, were used in
conjunction with a PITC-aligned measure. Both types of measures were used in a
non-experimental self-evaluation conducted by the PITC (WestEd Center for Child & Family
Studies, 2003). The Infant/Toddler Environment Rating Scale-Revised (ITERS-R; Harms, Cryer,
and Clifford 2006) measures quality experienced for all children (infants to 2% years of age) in
center-based classrooms. The 39 items of the ITERS-R comprise seven subscales. The
counterpart of the ITERS-R for home-based settings is the Family Child Care Environment
Rating Scale-Revised (FCCERS-R; Harms, Cryer, and Clifford 2007). The publisher reports
evidence of concurrent and predictive validity of the original versions of the environment rating
scales, citing associations with structural measures of quality as caregiver-child ratios and
caregiver education level (Cryer, Tietze, Burchinal, Leal, and Palacios 1999; Phillipsen,
Burchinal, Howes, and Cryer 1998) and evidence of predictive validity in relation to child
development (Burchinal, Roberts, Nabots, and Bryant 1996; Peisner-Feinberg et al. 1999). The
publisher also reports that, because the current revisions maintain the basic properties of the
original instruments, the revised scales are expected to maintain validity (Harms et al. 2006, p.2;
Harms et al. 2007, p.3).

The family child care observation instrument is comparable to the center observation instrument,
with slight adjustments in items to make them appropriate for family child care settings, which
have, for example, mixed age groups. A difference between the two instruments is that the
FCCERS-R contains two items not present in the ITERS-R: “space for privacy” in the space and
furnishings subscale and “math/numbers” in the activities subscale. Because early math concepts
are important for school readiness, this indicator was added to the ITERS-R classroom
assessments at the first and second follow-up. This was the only deviation from the published
scales.

Both environment rating scales provide a global total quality score, a measure used widely in
child care research and in child care policy decision making (U.S. Department of Health and
Human Services, Administration for Children and Families 2002, 2010). The global score is an
average of six subscale scores. The study total scale internal consistency at each assessment
ranged from 0.88-0.89 for the ITERS-R and 0.90 to 0.91 for the FCCERS-R. (See table F3 in
appendix F for details on the subscales, including sample items and study alpha coefficients.) For
the confirmatory analysis, the total score and six items were included the construction of a
composite of staff-child interactions. (See the confirmatory factor analysis discussion in
appendix H.) Specifically, two items from the listening and talking subscale (helping children
use language, helping children understand language) and four items from the interactions
subscale (supervision, peer interaction, staff child interaction, and discipline) were converted to
z-scores and averaged to create the composite.

The PITC Program Assessment Rating System (PITC-PARS) was designed as a more proximal
measure of child care quality, developed by PITC staff in accordance with the PITC’s
philosophy to measure the quality experienced by children from birth through age three in home-
based and center-based settings. The full version has 98 items scored either 1 (met) or 0 (not
met) that comprise five subscales: quality of caregiver interaction, family partnerships, cultural
responsiveness and inclusion of children with special needs, relationship-based care, physical
environment, and routines & record keeping. Mangione, Kriener-Althen, Niggle, and Welsh
(2006) found a high degree of concurrent validity between the PITC-PARS total score and the
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ITERS-R (r = 0.84), ECERS-R (r = 0.88), and FDCRS (r = 0.86). These same researchers
reported that concurrent validity of the quality of caregiver interaction with the subscales from
the Arnett Caregiver Interaction Scale was moderate (warmth r = 0.60, criticalness, r = —0.70,
and distance r = -0.60).

The research team for the current study worked with PITC staff to select items from this measure
that provided the least redundancy with the environment rating scales. Full subscales were not
administered. For the confirmatory analysis, only four selected items from the quality of
caregiver interaction subscale of the PITC-PARS were used, as part of the construction of a
composite of staff-child interactions. (See the confirmatory factor analysis discussion in
appendix H.) These include facilitation of cognitive development, responsiveness and sensitivity,
positive tone and attentiveness, and responsive engagement and intervention. Other PITC-PARS
subscales measuring critical PITC policies were used in the implementation analysis. These
subscales measure culturally responsive caregiving, primary caregiving, continuity of care, and
group size and ratios.

Caregiver beliefs and attitudes measures

The measures for caregiver attitudes and beliefs scales, used in this study as covariates, are
identical to those used in the NICHD Study of Early Child Care and Youth Development
(NICHD Early Child Care Research Network 2005). These scales were originally used in center-
based child care settings in the National Child Care Staffing Study (Whitebook, Howes, and
Phillips 1990).

Caregiver attitudes and beliefs about raising young children were assessed using the 30-item
Parental Modernity Scale of Child-rearing and Education Beliefs, or Ideas about Raising
Children (Schaefer and Edgerton 1985). The 30-items are rated on a five-point Likert scale

(1 = strongly disagree to 5 = strongly agree) yielding a total score and two subscores,
progressive/democratic beliefs (reflects attitudes favoring self-directed child behavior) and
traditional/authoritarian beliefs (reflects attitudes that child behavior should follow adult
directives). For the confirmatory analysis, only the total score was used, with higher values
indicating more traditional beliefs about raising young children. This scale was chosen because
data from the NICHD Study of Early Child Care and Youth Development showed that caregiver
attitudes were associated with child care quality (NICHD Early Child Care Research Network
2000). Specifically, caregivers with more progressive/democratic beliefs and less
traditional/authoritarian beliefs tended to provide higher quality care that is sensitive and
cognitively stimulating (NICHD Early Child Care Research Network 2000). Caregiver support
for educational values is likely associated with parental socioeconomic status; thus, this variable
may capture a potential source of bias. Internal consistency for the PITC study sample was 0.86.

The Taking Care of Young Children questionnaire was also used in the NICHD Study of Early
Child Care and Youth Development (NICHD Early Child Care Research Network 2005). This
questionnaire measures caregiver perceptions of concerns and rewards associated with working
in a child care environment. The 28 items are rated on a four-point Likert scale (1 = not atall a
concern/reward, 4 = extremely a concern/reward), items that were answered not applicable were
recoded to 1, because the item cannot be a concern/reward if it does not apply. Items from the
“concern” portion of the questionnaire were reverse-scored so that larger composite values
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Delivery of the PITC

Each center or group of 5 to 10 family child care providers works initially with the certified
trainer to develop their own plan and schedule for being trained, while adhering to the above
guidelines. The full implementation is designed to include delivery of 64 hours of training plus
additional hours of technical assistance and support over 10-18 months.

Group training

Child care centers receive all training and support on site. At least five infant/toddler staff per
center, including an administrator, are asked to commit to participate. Family child care
providers participate in groups of 5 to 10 programs within a 30-mile radius of the assigned
trainer. Providers come together for group training sessions, meeting at a provider’s home or at a
convenient community center or school. Trainers encourage ongoing peer support among group
members.

Technical assistance and support

In addition to providing group training, trainers visit each program to model techniques, observe
programs, and provide feedback to guide program improvement. Trainers also conduct reflective
action planning sessions in which providers reflect on program progress and set program goals.
Training assistance hours differ for child care centers and family child care homes as follows:

» Each child care center is offered 40 hours of technical assistance and support (in addition
to the 64 hours of training), including observations, meetings with the director, and
reflective action planning sessions.

» Each individual family child care home is offered 18 hours of technical assistance and
support (6 hours of observation and 12 hours of reflective action planning). Again this is
in addition to the 64 hours of training delivered to the family child care group.

Written feedback on papers is provided for all individual participants receiving academic units.

Professional growth incentives

Professional growth incentives are an integral part of the PITC and were not added or modified
for the study. Participants who meet specific participation targets for each section receive

two academic units or $175; four units or $350 may be earned for completing both sections. The
cash incentive is available to participants who complete 75 percent of training hours during
unpaid, nonwork hours. Programs may also opt to receive a resource grant rather than the
individual cash or academic credit incentives.

For center staff and family child care providers to qualify for professional growth incentives,
they must complete 28 hours of training and 4 hours of reflective action planning for each
section. Thus, completing 56 hours of training and 8 hours of reflective action planning for the
whole intervention is a benchmark for complete dosage for most participants. The exception is
center directors, who may earn professional growth incentives for each section by participating
in 8 hours of training, 4 hours of reflective action planning and one additional meeting with the
trainer; thus the benchmark for full completion for directors is 16 hours of training, 8 hours of
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reflective action planning, and two meetings (an initial meeting and a concluding meeting).
Details of all professional growth incentive requirements are provided in appendix N.

PITC implementation

The PITC was implemented for the treatment settings on a rolling basis as programs were
randomly assigned. On average, the implementation start date (first in-person meeting between
trainer and staff) was about two months after random assignment. The average delay before
start-up was longer in Arizona than in California, and the average duration of implementation
was 13 months in Arizona and 13.9 months in California. Implementation for the first wave of
treatment programs began in January 2008. All treatment programs had begun by November
2008 and were completed by December 2009.

Because family child care providers participate in the PITC in groups, family child care homes
could not be randomly assigned until a sufficient number of programs were enrolled within a
local area. Typically, 5 family child care providers is the minimum required for a group. This
would have required that 10 or more family child care homes be enrolled and randomly assigned
within a radius convenient for group meetings. For the study, the minimum group size for a
family child care group was lowered in Arizona so that groups in rural areas could be formed
with as few as 2 or 3 providers. Ultimately, 5 family child care groups were formed in Arizona,
with the number of providers per group ranging from 2 to 12. In California, some study providers
participated in groups with nonstudy providers.** Treatment family child care providers in
California participated in a total of 16 groups, with the number of study providers per group
ranging from 1 to 6.

In California, the PITC is administered through PITC Partners for Quality, based at WestEd’s
Center for Child and Family Studies. Experienced certified trainers throughout the state are
available, either as staff or on a contract, to implement the PITC in their respective service areas.
In Arizona, as in many other states, certified trainers are available but have less experience than
those in California, and most have no experience with the site-based form of the PITC (the focus
of the study).

The primary study hypotheses applied to both centers and family child care providers, but the
two settings differed in structure, size, and caregiver characteristics. Much of the research on
child care is either limited to one type (usually centers) or includes separate descriptions of
centers and family child care. To allow comparison with other studies, it is important to examine
implementation for each setting as well as for the total sample. Some measures have different
meanings in the two settings. For example, describing “dosage” in a center involves combining
the amounts of participation for several caregivers, but dosage for a family provider typically
involves participation of one person. The descriptive information in this chapter is also useful to
determine whether it is reasonable to assume comparability of training across child care types, to
inform understanding of the experimental tests, and to provide information about implementing
training for caregivers from a range of settings.

1 Nonstudy providers were offered the PITC only after random assignment had been completed in the area. Control
group providers were flagged in the PITC database and were excluded.
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Qualifications and oversight of certified trainers

Before the study was implemented, managers of Partners for Quality provided additional training
for Arizona trainers who would be working with the study program. This training familiarized
the trainers with the intensive, site-based form of the PITC and fostered consistency in
procedures across the sites. In addition, Partners for Quality staff observed all trainers in both
states twice during implementation to monitor the quality and fidelity of training and provide
feedback.

Four trainers in Arizona and 27 in California provided PITC services to study programs. All
trainers had been certified through the process described in chapter 1, but Arizona trainers had
limited experience in delivering PITC training before the study. Their experience was in
delivering a more limited version of the PITC (a series of workshops serving all providers in a
region, with no on-site training or support) that had been available in Arizona. California trainers
had an average of eight years’ experience in PITC training before the study. This experience was
with the intensive site-based form of the PITC (the focus of the study). All trainers in both states
had experience as a child care provider, teacher, or director. Average experience of trainers in
Arizona was 9 years and in California was 22.

Duration of intervention

Treatment programs were encouraged to work with the trainers to develop plans for
implementing the full PITC curriculum within 14 months if possible. However, the intervention
schedules varied. (As noted in chapter 1, the PITC schedule for each program was customized to
accommodate other staff and program commitments. Typically, the timeline ranged

10-18 months.) Average duration of the intervention for programs that completed it was

13 months for family child care homes and 14.4 months for centers. However, duration ranged
from 9 months to 20 months for treatment programs that completed the intervention and from

3 months to 16 months for those that participated but did not complete it (figure 3.1).
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Implementation of PITC policies

The PITC-PARS observational™® measure was used in the study to measure both staff-child
interactions and structural or policy indicators of the PITC essential policies in primary care,
continuity of care, cultural responsiveness, and group size. Tables 3.14 and 3.15 compare
treatment and control programs, at baseline and for both follow-up periods, on these PITC-PARS
measures. These comparisons are shown separately for centers and family child care settings
because most are meaningful at the level of individuals within programs. In centers, there are
typically several individuals and classrooms as well as a director; in family settings, there is
often one caregiver. Some measures have different meanings in each setting. For example, one
principle of PITC is assigning a primary caregiver to an infant, but that principle is relevant
primarily in centers because most family homes have only one caregiver. Combining the two
settings could obscure information about the fidelity and comparability of program
implementation.

12 The PITC-PARS observation is supplemented with review of documents provided by the director (primarily the
parent handbook) and clarification questions posed to the director on practices that cannot be observed during the
visit (such as those for maintaining continuity of care).
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